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F0000
This visit was for the Investigation of F0000 Preparation or execution of this
Complaint INO0088970 plan of correction does not
' constitute admission or
_ agreement by the provider of the
Complaint IN00088970: truth of the facts alleged, or
Substantiated, federal/state deficiencies conclusions set forth on the
related to the allegations are cited at F226, s}aterr;ent of c:.eflmlenmes.Th(ljs q
plan of correction is prepared an
282, 309, and 329. executed solely because it is
required by Federal and State
Survey dates: April 8, 11, & 12. law.This plan of correction is
submitted in order to respond to
- . the allegations of noncompliance
Facﬂ.lty number: 010892 cited during a Complaint Survey
Provider Number: 155661 review concluding on April 12,
AIM number: 200229560 2011.Please accept this plan of
correction as the provider's
. credible aggregation of
Sl.lrvey Team. compliance effective on or before
Diane Dierks, RN May 12, 2011.
Census Bed Type:
SNF/NF: 103
SNF: 4
Total: 107
Census Payor Type:
Medicare: 7
Medicaid: 80
Private: 20
Total: 107
Sample: 3
These deficiencies also reflect state
findings cited in accordance with 410 IAC
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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16.2.
Quality review completed on April 25,
2011 by Bev Faulkner, RN
F0226 The facility must develop and implement
SS=D written policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
F0226 Corrective Actions accomplished 05/12/2011

Based on inttierview and record review ttihe
ffiacilittiy ffiailed ttio implementti policies and
procedures ffior reportting signifficantti
injuries, as evidenced by numerous

wounds and abrasions acquired in ttihe
ffiacilittiwittihoutti reportting ttihose injuries
ffiod offi Fesidenttis reviewed ffior
ffiollowing ffiacilittiy pali®esidentti

Findings included:

A review offi Residentti'G clinical record

was conducttied or/08/11 attil:00 pm.

The record indicattied ttihe residentti had ttihe
ffiollowing diagnosesbutti notti limittied ttio
AnxiettiyDementtia wittih behavioral
disttiurbancesSyncope, and hyperttiension

He admittied ttio ttihe ffiacilitly@1y11 atti
4:30 pm. Residentti C was admittied ttio ttihe
hospittiat Inttiensive Care Unitti on

provide a safe

Procedural Guidelines

2011.How the corrective

for those residents found to have
been affected by the alleged
deficient practice:Resident
readmitted to Acute Care
Psychiatric Hospital.ldentification
of other residents having the
potential to be affected by the
same alleged deficient practice
and corrective actions taken:All
residents have the potential to be
affected by the same alleged
deficient practice therefore
through systemic changes stated
below will ensure the campus will

environment.Measures put into
place and systemic changes
made to ensure the alleged
deficient practice does not
recur:Mandatory Inservice for all
facility staff on Abuse and Neglect

(attachment 1), and Reportable
Event Procedure Guidelines
(attachment 2). Inservices will
occur May 5, May 6, and May 9,

measures will be monitored to
ensure the alleged deficient
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3/18/11, ttihen was placed on ttihe
psychiattiric unjtiind when ready ffior
release, ttiransffierred ttio ttihe ffiacilittiy ffior
ttiherapy ttio increase his sttirengttih

The ffiacilittigkin Impairmentti
Assessmenttj, dattiedl/02/11, indicattied
ttihe ffiollowing abrasions occurrgdutti
were notti presentti on his admission on
4/01/11 att#:30 pm: " L outtier kned7.5
cm lengttih andt.0 cm widttihgnd ttiender
L outtier lower leg10.0 cm lengttih an®.5
cm widttihjind ttiendet' ( admittied
scattiered scrattiches anttierior L Jeg
abrasion L knee-4.0 cm lengttih wittthO
cm widttih)

The ffiacilittiyskin Impairmentti
Assessmentty, dattiedl/4/11, indicattied ttihe
ffiollowing skin issues occurredbutti were
notti presentti upon admissiofiR hip
bruise (3.0 cm lengttih an®.0 cm widttih)
and bilattieral hip rasigeneral lengttih
ittiching and red

A ffiacilittiy polioyattied /1/11, ttittiled
"Reporttiable Eventti Procedural
Guideline,"was provided by ttihe
Divisional Clinical Supportti Registtiered
Nurse (DCS-RN) on 4/12/11. The

Guidelines ffior a reporttiable eventti
indicattiedbutti was notti limittied ttio

practice does not recur:Educate
all facility staff on Abuse and
Neglect Procedural Guidelines
and Reportable Event Procedure
Guidelines during the inservices
on May 5, May 6, and May 9,
2011. New staff will receive
education during orientation and
twice yearly.A written pre-test and
post-test (attachment 3) will be
administered on Abuse and
Neglect and Reportable

Events upon new hire orientation
and twice yearly.Human
Resource Manager will audit all
new hire files for completion of
Abuse and Neglect and
Reportable Event Procedure
Guidelines with a pre-test and
post-test. ADHS/Designee will
track all staff attending mandatory
inservices and report results to
the QA Committe for review.
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"...Purpose: To provide guidelines ttio
ensure reporttiable occurrences are
recorded and monittiored in accordance
wittih sttiattie and ffiederal
guidelines...Occurrences ttio be reporttied
include:..Signifficantti injurid€onttiactti your
Divisional Nurse ttio discuss injury on an
individual basis)...or requires
hospittializattion"

The residentti was readmittied ttio ttihe
hospittial o/05/11. The hospittial
provided a listti offi ttihe residemtiiasions,
scabs, bruises, and all areas locattied on
ttihe pattiefittisidentts body ttihatti were
new and/or larger since 4/01/11. The
hospittial documenttiattion not2igd
abrasions, ranging ffiroml cm in diamettier
tti@0 cm in diamettier and.1 cm in widttih.
They include ttihe ffiollowinlgutti notti all
inclusive:

1. L lattieralouttiside porttion) knee (20
cm lengttih and cm widttih)L lattieral knee
(20 cm lengttih and® cm widttih)L lattieral
knee/leg (17 cm lengttih an® cm widttih),
L medial knee (10 cm diamettiey; L medial
knee (7 cm diamettiex

2. R lattieral hig10 cm diamettigr
abrasion and L lattieral higll cm

diamettigrabrasion.
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3. R lattieral calffi below knee cdg cm
diamettiel, R medial knee cap (6 cm
diamettiel; on R knee cap (5 cm

diamettiey R lattieral knee cagé cm
diamettiel; R medial below knee cap (3

cm diamettier

Hospittial readmission nursing notties
indicattied ttihe ffiollowibgtti notti limittied
ttio 4/05/11 attl0:01 pm, "Ptti describes
pain as "ttihrobbing butti notti ttioo"pad
4/6/11 att9:00 am, "Wounds are sttill red
and weepy, cleansed wittih Carraklens and
bacittiracin ointtimentti applied per
orders...", 4/6/11 attd#:25 pm, "Ptti
presenttis wittih multtiple abrasiamspen
easily wittih ttihe slighttiestti offi pressure or
ttiouch."4/07/11 att2:10 am, "all pressure
pointtis monittioredog roll uttilized wittih
all peri care...bacittiracin applied ttio all
affiecttied areas offi skin breakdowH,
4/07/11 att9:30 am, "all wounds
cleansed...ointtimentti applied ttio all
wounds butti.knees...leffi knee..sttill red
edemattious wittih serousanguinous
drainage...ptts' panttis were stticking ttio ttiop
offi ttihe woundsfiamily.asked ttio bring in
shorttis so.knees would notti be irrittiattied

by panttis."”
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As a ffiollowup, 4/11/11 attl0:35 a.m, ttio a
verbal inttierviewffiacilittiy provided a
writtien summary ttihatti was prepared by
ttihe DHSDirecttior offi Healttih Servjcahe
writtien summary indicattied ttihatti ttihe
exttientti offi ttihe residaatiuired skin

injuries had notti been reporttied ttio ttihe
required regulattiory agencies as required

by ttihe Indiana Sttiattie Departtimentti offi
Healttih reportting guidelinesThe DHS did
notti see ttihe injuries need ttio be reporttied
so no investtigattion was needed eittiher

No inffiormattion was locattied in ttihe clinical
record or provided which would have
indicattied speaking ttio ttibavisional

Nurse' ttio discuss ttihe residénttkttiensive

skin injuries.

This ffiederal ttiag is relattied ttio ttihe
complaintti number IR0088970.

3.1-28(a)
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F0282 The services provided or arranged by the
SS=D facility must be provided by qualified persons
in accordance with each resident's written
plan of care.
F0282 Corrective Actions accomplishd 05/12/2011
Based on interview and record review the for those residents found to have
e . . .. been affected by the alleged
facility staff failed to transcribe admission deficient practice:Resident
orders for Ativan (an antianxiety) or re-admitted to Acute Care
Motrin (for pain and inﬂammation) Psychiatric Hospital.ldentification
medication for 1 resident in 3 reviewed of othgr residents having the
for behavi hich lted ; potential to be affected by the
or behaviors which resulted in same alleged deficient practice
untimely-untreated, agitated behavior and and corrective actions taken:All
numerous skin wounds and abrasions. residents have the potential to be
(Resident #C) af'fe.c.ted by th(='T same alleged
deficient practice therefore
o ) through systemic changes stated
Findings include: below, will ensure the campus will
provide a safe
A review offi Residentti'G clinical record enV|ronment.Mea§ures putinto
place and systemic changes
was conducttied o/08/11 att#:00 pm. made to ensure the alleged
He admittied ttio ttihe ffiaciffttym an deficient practlcg does not
_ . . o o recur:New practice (attachment
inpattientti psychiattiric hospjtial4/01/11 4) says that admitting nurse will
att#:30 pm. The record indicattied ttihe verify orders with the M.D. and
) ) ) ] ) ] ) transcribe admission orders to
residentti had ttihe ffiollowing diagnqdmstti the Medication Administration
notti limittied thmxiettiyDementtia wittih Record (MAR) and the Treatment
Administration Record (TAR).
behavioral disttiurbancesSyncope, and The nursing Unit
hypertﬁension Manager/DeSignee will then
confirm accuracy of transcription
to MAR/TAR within four hours of
The ffiacilittiy received a copy offi ttihe admission. Admission Nurse and
Nursing Unit Manager/Designee
hospittial physicials medicattion orders will sigg off on all a%missior?
dattie®/30/11 ttihatti was senttD 04 am orders.All licensed nursing staff
. . - . . . will be inserviced on Admission
on ttihe day offi admission ffior Residentti A Orders Verification Practice
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(4/1/11 att#:30 pm). The individual
medicattions had notti been markedy

ttihe hospittiavhich would indicattie ttihe
medicattion was ttio be conttinued or
disconttinued on ttiransffier ttio ttihe ECF
(exttiended care ffiacil)ttithe nurse had
conttiacttied ttihe physician ttio reconcile ttihe
orders, beffiore admissionand had
documenttied a nottiattion nextti ttio each
medicattion on ttihe documentfihe nurse
documenttied ttihe ffiollowing inffiormattion
butti is notti all inclusivé...Attivan
(anttianxiettiy medicattip®.5 mg po q4h

prn was nottied ttio Belup" (duplicattie
order) and notti ttiranscribed as ordered
and Mottirin 800 mg po g6h prnffior pain

and inffiammattiohwas disconttinued

The Physician discharge orders, ffior
Residentti Awere dattied a€t/01/11 atti
1:44 pm and ffiaxed ttio ttihe ffiacilitiyStti
pm. The orders indicattied ttihe residentti
had admittied ttio ttihe hospittiaB18/11
wittih a diagnosis offi Syncogéfiaintting or
loss offi consciousness The medicattion
orders were nottied ttio be currentti
medicattions as offi 4/01/15ktt:44 pm.

The orders were as ffiollowsbutti are notti

(attachment 4) on May 5, May 6,
and May 9, 2011.How the
corrective measures will be
monitored to ensure the alleged
deficient practice does not
recur:Medical Records/Designee
will audit all admission orders
(attachment 5) to ensure
accuracy of transcription to
Medication Administration Record
and Treatment Administration
Record. All new admissions will
be audited for 90 days with
results reviewed in monthly QA
meetings for 3 months.
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all inclusive: "... Attivan0.5 mg po g4h prn
ttio be conttinuedAttivan0.5 mg po QD
routtine ttio be conttinuedViottirin 800 mg
po g6H prn." The MAR (medicattion
administtirattion recojdndicattied ttihe
residentti was also sttiarttied on Zyprexa

Zydis 10 mg atti bedttimen 3/28/11.

A review offi ttihe ffiacisitthAR ffior

Residentti Cindicattied ttihe ttiranscribed
orders were dattied ffidf/01/11 ttihrough
4/30/11. There was no Attivan0.5mg po
g4h, prn documenttied on ttihe MAR or ttihe
order ffior Mottir800 mg po g6h, prn(ffior
pain and inffiammattiohhad notti been
ttiranscribed on ttio ttihe MA%h addittional
MAR was provided wittih a sttiartti dattie offi
4/03/11 ttihrought/30/11, which

indicattied an order was ttiranscribed as
Attivan0.5mg 1 po g4h routtine and no
Mottirin 800ng had been added ttio ttihe
MAR. A review offi ttihe physicisn
ttielephone orders indicattied an order had
been received, dattiedt/03/11 attl1:50

am, ffior Attiva@.5 mg 1 po g4h routtine

The ffiacilittiy ffiolghange in Condittion
Form, dattied}t/2/11 att¥:20 am, "res
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insistting upon being allowed ttio lie on
ffioor. Notti easily redirecttiedhottied
abrasions ttio bilattilattierdlknees ffiorm
being on ffioor early in AM..." 4/3/11atti
11:50 am, indicattied "Family (at}i
bedside. Sttiattie réesidentfiwas
receiving Attivan @& (h) routtine while atti
(name) Unitti.sttiattie res seems ttio be worse
since med was decreased Requestting
med be a Q4h...Physician order/response
ttio communicattionAttivan dth routtine

Alz (Alzheimer's (wittihpehaviors..."

Nursing notties indicattied/1/11 att#:30

pm, "Res arrived via EMS on gurney wittih
ffiamily presenttis 4/2/11 att#:00 am,

"Res has been (up) ett{down) mostti

offi...1:1 needed.res attiemptting ttio getti up
(wittihoutt$sistti"

Inttierviews offi ffiacilittiy sttidffi 1
indicattied ttihe ffiollowibgtti notti all
inclusive: Nurse #1 worked on ttihe nightti
offi admission, 4/1/1&htti midnightti unttil
nextti morning aftiam. She indicattied
"...He ended getting area ffirom crawling
around on ffioor..wanttied ttio sttiay on

ffioor...area on knee...happened ffirom
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crawling on ffioor wittihib0 minuttiesred
color...nottihing ever like | had seen
beffiorelike red jello color." "C.N.A. #2
indicattied she worked ort/2/11 and ttihe
residenttf...was a handffiul.couldn'tti
keep...in bed..ffiamily requesttied he had
med ttio calm him down.he'd have his
clottihes offi minutties affier we putti ttihem
back on..would wiggle on mattis.he did
getti rug burns ffirom being on carpette
done (sic) itti himselffi..The Unitti Manager
indicattied she was atti ttihe ffiacilittiy on
4/3/11 (ttihe weeken@land ttihe residentti
"...was adamantti.wanttied on ffioamwas
disrobing atti leas&ittimes..he crawl (sic),
scootti arounglay on back and push

across ttihe ffioor wittih his ffiee#gs bent}i
on back, lay on sttiomach and pull himselffi
across carpetti."

Hospittial nursing nottiedattied!/6/11 atti
2:00 pm, "...metti wittih pattinitiffie.ttio
discuss wounds...wiffie reporttied on
4/2/11...was inffiormed pattientti h'gdne
ttio his kneés..ttihe prior nightti
4/1/11)...saw ttihe abrasion on.leffi
knee...was very resttiless.orderly...in
attiendance wittih.pattientti movingffirom

bed ttio chair several ttimesson
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reporttied.pattienttion...ffioor during
evening. Wiffie also described requestting
his medicattion affier discovering ttihere
was a delay in him receiving

itti.requesttied itti ttiwisen also

requesttied ttihe medicattion during
evening...."

This ffiederal ttiag is relattied ttio complaintti
number INO0088970.

3.1-35(g)(2)

F0309 Each resident must receive and the facility
SS=G must provide the necessary care and services
to attain or maintain the highest practicable
physical, mental, and psychosocial well-being,
in accordance with the comprehensive
assessment and plan of care.
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F0309 Corrective Actions accomplished 05/12/2011
for those residents found to have
been affected by the alleged
Based on observattion inttierviewand deficient practice:Resident
record review, ttihe ffiacilittiy ffiailed ttio re-admitted to Acute Psychiatric
prottiectti a residentti ffirom selffi injurious !—Igspltal to .p.revgnt further
. . o injury.ldentification of other
behaviors and seek an acuttie care ffiacilittiy residents having the potential to
ttio preventti ffiurttiher injury ttio his skih ffior be affected by the same alleged
residentti ir8 reviewed ffior provision offi deficient practice and corrective
care, in ttihatti ttihe residentti was placed on actlon.taken.AII residents Wlt.h
behavior concerns and/or skin
his ffioor where he consttianttily moved issues have the potential to be
aboutti by scoottingrawling, rubbing, and affected by the same alleged
snake-like movementtis over ttihe carpetti deficient practice therefore
) . o . . through systemic changes stated
offien wittih bare skin ffirom disrobing and below, will ensure the campus wil
voiced complainttis offi ittichifigis provide a safe
consttiantti moving resulttied in skin environment.Measures put into
. . . place and systemic changes
concerns including abrasions, rug burns,
made to ensure the alleged
rashes, and ottiher skin damage which deficient practice does not
required ttireattimentti by ttihe wound ttieam recur:Customer Service
atti ttihe hospittigResidentti £ Representatlve Yvﬂ!mperform an
on-site pre-admission
assessment on all resident
referrals with wound issues
Findings include: and'or behavior concerns.All
Licensed Nursing Staff will be
in-serviced on May 5, May 6, and
May 9, 2011 on Change of
A review offi Residentti'G clinical record Condition Guidelines (attachment
was conducttied or/08/11 attih:00 pm 6) and Change of Condition Form
0 pm. (attachment 7).Wound Care
He admittied ttio ttihe ffiagiffitym an Nurse/Designee, inconjunction
inpattientti psychiattiric hospjttiald/01/11 with Admitting Nurse, W”.l d9 skin
assessments on all admissions
att#:30 pm. The record indicattied ttihe and with the Discharge Nurse on
residentti had ttihe ffiollowing diagnqdmstti all dlscharge§, ar\d W!” dogument
assessment findings in residents
notti limittied thmxiettiyDementtia wittih medical record for 90 days.
Thereafte the Admitting Nurse
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behavioral disttiurbancesSyncope, and

hyperttiension

The nottieswrittien by ADHS(Assisttiantti
Directtior offi Healttih Servjcegere

reviewed. On 4/1/11 att#t pm, ttihe notties
indicattied speaking wittih ttfhame) offi
hospittial unitti relattied ttio Residentti C
histtiory Itti was nottied ttihe nurse ffirom ttihe
hospittial indicattiéd.he had behavioral
issues...was resttilessness notti
aggression...Dr. (hame) wanttied
(residentfi..ttio.rehab so can getti sttironger
so he can pace...no behaviors since
3/23/11..." On 4/1/11 atth pm, ttihe notties
indicattied"...asked...iffi...(namejould
acceptti residentti back.iffiere unable ttio
meetti his needs." The nottiesdattied

4/1/11 attb pm, indicattied...residentti
resttilessconsttianttily moving around in bed
scrattiching atti ffiorehead and bilattieral lower
legs sttiattin'glid you bittie meé wiffie
redirectting residentti ttihatti no one bitti him
butti.keeps on picking..."

C.N.A. #2 was inttierviewed ort/12/11 atti
2:22 pm. She indicattied"...work on
weekend on Sattiurday/02 ...he was

adDischarge Nurse will contnue
to assess and document
assessments on all admissions
and discharges (attachment
8).How the corrective measures
will be monitored to ensure the
alleged deficient practice does
not recur:Medical
Records/Designee will audit
residents admission chart within
72 hours of admission, to ensure
the skin assessment is
completed. Medical
Records/Designee will audit
resident discharge chart within 72
hours to ensure skin assessment
completion. Results of Medical
Records audit will be forwarded to
the QA Committee monthly for
review and further
recommendations.
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handffiul. Couldriti keep in bed.keptti
ttiaking clottihes affimpossible ttio keep
him in bed on mattis.Tried ttio give ttihe
bestti care we could..ffiamily ttihere and
agreed ffior him ttio be on ffiadfiamily
requesttied he had med ttio calm him
some...didn'tti sleep sttilHe'd have his
clottihes offi in minutties affier ttihey were
putti on him.would wiggle on matti.did
getti rug burns ffirom being on carpetie
done [sic] itti ttio himselffi

An inttierviewon 4/12/11 att8:25 pm wittih
C.N.A. #1, indicattied she had worked ffirom
6 am tti pm on 4/01/11, ttihe day offi
Residentti & admission. They indicattied"
...impossible ttio getti him ttio sitti.$t&idl a
serious case offi ttihe wigglese would
snake, slittihersomettimes on matti
somettimes on rug Always scrattiching and
picking on skin... " C.N.A. #3,
inttierviewedon 4/12/11 att8:06 pm,
indicattied she had worked nighttis on
Sattiurday4/2) and Sunday (4/3). " ...he
was on ttihe ffioor wittih doctiorder.
Keptti sttirippingwould slide on ttihe
carpettiwittihoutti ) clottihes Gunday
nightti..ffiound donesie' wittih a
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sweattier.borrowed itti and putti itti.otti

was on sttill slid around on ffioor butti his

skin was covered...also...ttiook offi elbow

and knee pads...had rug burns on legs,

arm, area, chestti and ffiorehedtfihinks

ttihey were rug burns.didn'tti crawl

...whole body would slide across

carpetti.had putti Inatti on

ffioor...he..ffiolded itti and pushed itti outti offi

ttihe way.over ttihe weekend. "

Nurse #2, inttierviewed or/12/11 att:44
pm, indicattied" ...he couldn'tti walk
...keptti ttirying ttio getti up his alarms keptti
going offi atl#:00 am...conttirolled
ffiall.helped him ttio ttihe ffiacended
getting rug burn ffirom crawling around on
ffioor..wanttied ttio sttiagrea on knee was
red ffirom ffialhappened on...ffioor wittihin
10 minutties.wanttied ttio getti him up and
notti letti him crawl look whatti
happened...did 1:1...restti offi shiffiid

incidentti reportti on skin"

An Incidentti Reporttiattiedt/02/11 atti
02:45 am, was provided by ttihe ffiacilittiy on
4/12/11. The reportti indicattiéd

...wittinessed.res (resident}i..up walking
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around bed attiemptting ttio ttiurn offi
alarm...writtier assistti res ttio ffioms
declined ttio getti up offi ffiaaeceived
abrasion ttio [leff) knee and L outtier
leg...assisttied ffialselffi inffiicttied

injury-wittinessed... "

The nursing nottiesdattied/04/11 att8:00
pm, indicattied Wiffie nottiffiedesidentti
remains resttiless.non-redirecttiablg
crawling on ffiooy removing

clottihes.rolling up matti on
ffioor..inffiormed offi saffiettiy concerns
because residentti.repeattiedly removing
clottihes.scootting across carpetti causing
abrasions ttihroughouttiirrenttily has
abrasions on chestfisttiomachback,
buttiocks in addittion ttio abrasions he
came wittih.also scrattiching
atti.picking...abrasions...scabs...sttiaffiplac
e 2 mattires{sic], ttihree mattisnumerous
blankettis on ffioor ttio keep residentti ffirom
causing ffiurttiher injury ttio selffi
"...residentti would roll up ttihe mattsiack
ttihem and ttihen roll on ttihe fficustties on
4/4/11 attb pm...res has multtiple rash
areas etti res nottied ttio be picking attj skin

ttiearing in several places. "
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The nursing nottiesdattied!/5/11 atti0:30
am, indicattied ttihe acceptting hospittial had
conttiacttied ttihe ffiacilittiy and sttiattied
...concerned aboutti ttihe exttientti offi ttihe
abrasions ...reporttied ttjoname) ttihatti
residentti had been sttiripping offi
clottihes.rolling on carpetti..we had
repeattiedly putti back on his
clottihing.reporttied ttihatti residentti had
voiced...he was ittiching.doing a lotti offi
scrattichingpicking atti areas." Atti1:30

am, affier residentti ttiransffierred ttio
psychiattiric hospittidl...wiffie called.son
going ttighospittial namg.. reporttied
severe pain...were sedatting him..having

a wound specialistti look atti hinf

An inttierview wittih Nur¢, on 4/12/11
atti:34 pm, indicattied"...6:00 am ttic:00
pm on 4/4/11- Monday...he was
scrattiching and picking rashysic]
areas...asked 'Do you hurtfi...he said 'l
ittichetand he pointtied ttio ttihe rashy
area...rash was dottis on chestti

ffiorehead.above buttiocks.. "

The Unitti Manager was inttierviewed on
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4/12/11-1:5 5pm. She indicattied" ...was
here Sunday (4/3) and Monday

(4/4)...putti himselffi on carpetti while
disrobed...crawled, scootti aroundlay on
back and push across ffioor wittih his ffigetti
knees bentti on backlay and pull himselffi
across carpetti on all ffiour$ad carpetti
burn on knees, you could ttiell itti was
carpetti burngslattieral side offi) leg,

elbows and ffioreheagdrib cage, bottih
buttiocks bottih ttihighs, and
back...were[sic] rash when you rubbed
hand across rash areas, itti had ttiexttiure offi
orange peel on ttihe rash areas.could ttiell
ttihe diffierence bettiween ttihe rug burn

areas and rash areas... "

There were no orders or ttireattimenttis
locattied in ttihe clinical recgrdr provided

ffior an oral andor ttiopical medicattion ttio
address ttihe residerltittiching There was

no documenttiattion locattied or provided
relattied ttio any conversattjavittih a

Physician, which indicattied ttihe increased
size and number offi skin injuries ttihe
residentti had acquired during all ttihe
conttiactti offi movementti across ttihe carpetti

many ttimes wittih bare skin
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An observattion offi Residerit€ was
conducttiedon 4/8/11 att2:30 pm, atti ttihe
hospittial The residentti was sitting in his
wheelchair,wearing a pair offi nylon
shorttis, smilingand wattiching a couple offi
pattienttis in ttihe small dining roor sttiaffi
member was also presentti She was in

ttihe process offi removing ttihe residentti
dressings ffirom his bilattieral legThere
were large, very red, meattiy wounds on
ttihe bilattieral legtihe worstti visible on ttihe
leffi leg knee area, and calffimedial,
lattiergland ffironttial ar@d’he skin was
sloughing offi (ayering down) and was
lightti yellowish in colar The sttiaffi

member indicattied ttihe wounds would be
given air atti ttihatti ttifflee residentti was
asked whatti had happened and he replied
"I ttihink | was in a car wreck. She
indicattied he was receiving wound care
She indicattied she had ttiaken care offi ttihe
residentti prior ttio his discharge ttio ttihe
Exttiended Care Facilittiy and he was no
ttirouble atti all ttio care fliofffiactti he is real
ffilunny somettimes"

The residentti was readmittied ttio ttihe
hospittial o/05/11. Documenttiattion
ffirom ttihe hospittittiedt/5/11 att9:55
am, (received on 4/8/11 att2:00 pm)
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indicattied...Upon arrival...was
nottied.pattientti had exttiensive abrasions
wittih new scabbing Abrasions

surrounded by redness, were
warm...slighttily swollen.sensittive ttio
ttiouch.called ffiacilittiypON and
Administtirattior bottih identtiffied
ttihattpattientti putti himselffi.tfioor..ttihey
could notti resttirain him ttio preventti
injury..." The hospittial provided a listti offi
ttihe residerstabrasions, scabs, bruises,
and all areas locattied on ttihe
pattienfiesidentts body, wittih
measurementtisttihatti were new ajiar
larger since 4/01/11. There were 27
abrasions ranging ffiroml cm tti@0 cm.
They include ttihe ffiollowiplgutti notti all

inclusive:

1. L lattieralouttiside porttion) knee (20
cm lengttih and cm widttih). lattieral knee
(20 cm lengttih and® cm widttih)}. lattieral
knee/leg (17 cm lengttih an® cm widttih),
L medial knee (10 cm diamettiel L medial
knee (7 cm diamettier

2. R lattieral hig10 cm diamettigr

abrasion and L lattieral higll cm
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diamettigrabrasion.

3. R lattieral calffi below knee cdg cm
diamettiel, R medial knee cap (6 cm
diamettiel; on R knee cap (5 cm
diamettiey R lattieral knee cagé cm
diamettiel; R medial below knee cap (3

cm diamettier

The nursing ffiacilittiNursing Admission
Assessmentty, dattiedt/02/11 attD0:15 am,
indicattied a ffirontti and back body map
The ffirontti side offi body map had nattied
an abrasion on ffioreheagda scrattich on leffi
upper chestfiscab and abrasion on
bilattieral kneesscattiered scrattiches on
ffironttial bilattieral calffi,aned a scrattich

on ttihe outtier porttion offi ttihe rightti ffiootti
The back side offi body map had bilattieral
red elbows wittih scrattiches and a scab

and a red leffi heel

The ffiacilittigkin Impairmentti
Assessmentty, dattiedl/02/11, indicattied
ttihe ffiollowing abrasions occurrgdutti
were notti presentti on admissioriL outtier
knee (7.5 cm lengttih andl.0 cm widttih)
and ttienderL outtier lower leg10.0 cm
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lengttih an®.5 cm widttihaind ttiender(
admittied scattiered scrattiches anttierior L
leg, abrasion L knee-4.0 cm lengttih wittih
4.0 cm widttih)."The second skin
assessmentti documenttiattied/4/11,
indicattied ttihe ffiollowing skin issues
occurred, butti were notti presentti upon
admission. "R hip bruise (3.0 cm lengttih
and 3.0 cm widttihjind bilattieral hip rash
(general lengttipittiching and red."

This ffiederal ttiag is relattied ttio complaintti
number INO0088970.

3.1-37(a)
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F0329 Each resident's drug regimen must be free
SS=G from unnecessary drugs. An unnecessary
drug is any drug when used in excessive dose
(including duplicate therapy); or for excessive
duration; or without adequate monitoring; or
without adequate indications for its use; or in
the presence of adverse consequences which
indicate the dose should be reduced or
discontinued; or any combinations of the
reasons above.
Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
documented in the clinical record; and
residents who use antipsychotic drugs receive
gradual dose reductions, and behavioral
interventions, unless clinically contraindicated,
in an effort to discontinue these drugs.
F0329 Corrective Actions accomplished 05/12/2011
for those residents found to have
Based on record review and inttierview been affected by the alleged
ttihe ffiacilittiy ffiailed ttio consider observable def|C|en.t practice:Resident _Wa,s
re-admitted to Acute Psychiatric
behaviors as sympttioms as pottienttial Hospital.Identification of other
severe adverse reacttions ttio a medicattion residents having the potenial to
be affected by the same alleged
ffiod residentti ir8 reviewed ffior deficient practice and corrective
psychottiropic drug use and unttireattied actions taken:All residents have
the potential to be affected by the
behaviors which resulttied in resttilessness same alleged deficient practice
scrattichinginjurious behavior, multtiple therefore, through systemic
changes stated below, will ensure
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abrasions, rug burns, and skin wounds. the Campus will provide a safe
. . environment.Measures put into
(Residentti £ place and systemic changes
made to ensure the alleged
e deficient practice does not
Findings: recur:Licensed Nursing staff to be
in-serviced on May 5, May 6, and
A revi £ Resid 26 clinical d May 9, 2011 on Change of
review offi Residenttis clinical recor Condition Guidelines (attachment
was conducttied o/08/11 atti#:00 pm. 6), Change of Condition Form
ttach t 7), Medicati
The record indicattied ttihe residentti had ttihe (a a? .men. ), Medication
Administration General
ffiollowing diagnosesbutti notti limittied ttio Guidelines (attachment 9),
AnxiettiyDementtia wittih behavioral Preventing and Detecting
Adverse Consequences
disttiurbancesSyncope, and hyperttiension (attachment 10), and Adverse
. o o pr Drug Reaction Report
He admittied ttio ttihe ffiagiffitym an
¢ (attachment 11).Nursing Unit
inpattientti psychiattiric hospjttiald/01/11 Manager will receive written
att#:30 pm. d|SC|pI|n.a.ry agtlon on Ma){ 6, 2011
for administering medication
without a physicians order.How
A review offi ttihe hospittial discharge the corrective measures will be
o o monitored to ensure the alleged
med|cam0n Sheetlldatl'ledl/01/11 attl:44 deficient practice does not
pm, indicattied ttihe residentti was ttio receive recur:Condition Changes and
] ] ) o ) ) Adverse Reactions will be
ttihe ffiollowing medicattipbsitti notti all monitored daily by using the
inclusive: Zyprexa Zydis (anttipsychotti¢ 24-hour nursing report and
. tracked weekly in the Clinically at
10 mg. (milligram) po (oral) g hs (each Risk (CAR) meeting per the
bedttime),Attivan(anttianxiettiy0.5 mg po interdisciplinary team until
. . . . resolved. Results will be
daily...Mottirindnttdinffiammattiory reviewed monthly at QA
analgesic) 800 mg. g6h prn...Ambien Committee meetings.
(insomnia) 10 mg. ghs prn..."
The currentti Physician discharge orders
ffior Residenttj Were dattied as currentti
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4/01/11 atti:44 pm and ffiaxed a&i19

pm. The orders indicattied ttihe residentti
had admittied ttio ttihe hospittial3pt8/11
wittih a diagnosis offi Syncogéfiaintting or
loss offi consciousnesk The ffiollowing
discharge orders indicattied...ttihe
ffiollowing psych meds should be
conttinued..please see MAR (medicattion
administtirattion recojdfior ottiher
medicattions.." The nottie® meds were
"1. Attivan0.5 mg. (milligram) PO (by
mouttih )daily, 2Zyrexa Zydis 10 mg PO
daily @ HS (bedttime)..." The MAR
indicattied ttihe Zyprexa Zydis0 mg) was
sttiarttied @728/11 and nottied ttihe
ffiollowing ordersbutti are notti all
inclusive: "...Attivan0.5 mg po g4h prn ttio
be conttinued..Attivan0.5 mg po QD

routtine ttio be conttinued

The Discharge Summary, indicattied ttihe
residentti had admittied ttio ttihe hospittial on
3/18/11, ttio ttihe Inttiensive Care Unitti
relattied ttfeyncopal attiacks atti honie

began displaying spells offi agittiattion and
observed ttio be very anxiousresttiless
agittiattipdonffiusedand poor judgementti

so was ttiransffierred ttio ttihe Psychiattiric ffioor
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offi ttihe hospittiRésidentti C was sttiarttied
on Zyprexa Zydis 2.5 mg. BID (ttiwice
daily), dose was gradually increased tti®
mg atti bedttimeThe pattientti was given
Attivan0.5 mg BID ffior severe anxiettiy and
his Zyprexa Zydis was increased ttid0 mg
on 3/28/11 and ttihe medicattions were
documenttiedin ttihe summaryttio be

conttinued atti ttihe nursing ffiacilittiy

On 4/11/11 ttihe 'WebsittiéDrugs.com'
was reviewed ffior ttihe side effiecttis offi
Zyprexa Zydis (anttipsychottic medicattioh
'"The 'Zyprexa Zydis Side Effiecttis
indicattied" ...Seek medical attienttion
rightti away iffi any offi ttihese SEVERE side
effiecttis occur when using Zyprexa Zydis
Orally Disinttiegratting TablettBevere
allergic reacttions(rash,; hives,
ittiching..ttirouble sitting sttillttirouble
walking or sttianding..Dermattiologic side
effiecttisffirequenttily include ecchymosis
(bruising)...pruittiusitticha ttingling or
ffiainttily burning skin sensattion ttihatti
prompttis a person ttio rub or scrat}ith
...skin ulcer
...Hypersensittivittiygeneralized prurittic

skin erupttion..reporttied case pattientti

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

GS2H11  Facility ID:

010892 If continuation sheet

Page 27 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/23/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ §X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155661 5. WING 04/12/2011

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
920 W HWY 46

OWEN VALLEY HEALTH CAMPUS SPENCER, IN47460

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)

PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

presenttied wittih severgeneralized
prurittic skin erupttion 6@ays affier
ingesttion offi olanzapin@yprexa) ... "

"The Nursing Specttirum Drug
Handbook-2010" indicattied
Zyprexa...'Adverse
Reacttions...resttilessness.insomnia...agittia

ttion... "

C.N.A. #2 was inttierviewed ort/12/11 atti
2:22 pm. She indicattied ...work on
weekend on Sattiurday/02...he was
handffiul. Couldriti keep in bed.keptti
ttiaking clottihes affimpossible ttio keep
him in bed on mattis.Tried ttio give ttihe
bestti care we could..ffiamily ttihere and
agreed ffior him ttio be on ffiadfiamily
requesttied he had med ttio calm him
some...didn'tti sleep sttilHe'd have his
clottihes offi in minutties affier ttihey were
putti on him.would wiggle on matti.did
getti rug burns ffirom being on carpetie
done [sic] itti ttio himselffi

An inttierviewon 4/12/11 att8:25 pm,

wittih C.N.A. #1jndicattied she had worked
ffironbam ttic pm on 4/01/11, ttihe day offi
Residentti & admission. They indicattied"
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...impossible ttio getti him ttio sitti.$t&idl a
serious case offi ttihe wigglese would
snake, slittihersomettimes on matti
somettimes on rug Always scrattiching and
picking on skin... " C.N.A. #3,
inttierviewed a®i06 pm on 4/12/11,
indicattied ttihey had worked nighttis on
Sattiurday4/2) and Sunday (4/3)...was on
ttihe ffioor wittih docttiorder. Keptti
sttiripping.would slide on ttihe carpetti
(wittihoutti ) clottihes Gunday
nightti.ffiound a onesie wittih a
sweattier.borrowed itti and putti itti.otti
was on sttill slid around on ffioor butti his
skin was covered...also...ttiook offi elbow
and knee pads...had rug burns on legs,
arm, area, chestti and ffiorehedtfihinks
ttihey were rug burns.didn'tti crawl.whole
body would slide across carpetti.had putti
1 matti on ffioarhe...ffiolded itti and pushed
itti outti offi ttihe.wayer ttihe weekend.. "

Nurse #2, inttierviewed or/12/11 att2:44

pm, indicattied" ...he couldn'tti walk.keptti
ttirying ttio getti up his alarms keptti going offi
att8:00 am...conttirolled ffialhelped him

ttio ttihe ffiacended getting rug burn ffirom

crawling around on ffioor..wanttied ttio
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sttiay. area on knee was red ffirom
ffiall.happened on ...ffioor wittihin 10
minutties.wanttied ttio getti him up and notti
letti him crawl look whatti happenedid
1:1...restti offi shifflid incidentti reportti on

skin... "

An Incidentti Reporttiattiedt/02/11 atti
02:45 am, was provided by ttihe ffiacilittiy on
4/12/11. The reportti indicattiey
...wittinessed.res (resident}i..up walking
around bed attiemptting ttio ttiurn offi
alarm...writtier assistti res ttio ffioms
declined ttio getti up offi ffiaaeceived
abrasion ttio [leff) knee and L outtier
leg...assisttied ffialselffi inffiicttied

injury-wittinessed... "

A review off2 documenttisdattied/2/11,
ttittiled Ottiher Skin Impairmentti
Assessmentti indicattied ttihe residentti had
abrasions which were notti presentti upon
admission ttio ttihe ffiacilittie leffi outtier
knee had a lengttih offi5 cm by a widttih offi
4.0 cm and was nottied ttio be ttiend&he
leffi outtier lower leg had an abrasion wittih
a lengttih off0.0 cm by 3.5 cm widttih and

also nottied ttio be ttiend€&here were 2
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addittional skin assessmenttislattied
4/2/11, which indicattie@ abrasions ttio
ttihe kneeswhich were observed on
admission. The leffi knee had a lengttih offi
4.0 cm by 4.0 cm and ttihe rightti knee had
lengttih offi2 cm by 3.0 cm. widttih.

A physician ' s progress nottigdattied
4/2/11, indicattied" ...Exam atti ttihis ttime
reveals a large male residentti restting on
ttihe ffioor...skinis.remarkable in ttihatti he
has some superfficial abrasions or bruises
on...ffioreheagdscattiered on..arms and
bottih ...legs .would appear ttio beone
would guess, ffirom his behavior offi getting
up and down ffirom.chair, up and down
ffirom.bed, and scootting around on ttihe
ffioor..ttihink we should consider eittiher
Risperdal or atti ttihis pointti increasing his
Zyprexa ttio atti leaSting. in ttihe morning
and conttinue ttih#0 mg. atti nightti"

A " Change in Condittion Form", dattied
4/3/11 attl1:50 am, indicattied" ...Family

atti bedside.sttiattied res was receiving
Attivan @h routtine atthospittial
name)...sttiattie res seems ttio be worse since

med was decreased...requestting
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change...1. Attivan dth routtine

Alzheimer's wittih behaviors. "

The nursing nottiesdattied/04/11 att8:00
pm, indicattied ttihe wiffie and niece visittied
ttihe ffiacilittiy Wiffie nottiffiedesidentti
remains resttiless.non-redirectti ablg
crawling on ffiooy removing

clottihes.rolling up matti on
ffioor..inffiormed offi saffiettiy concerns
because residentti.repeattiedly removing
clottihes.scootting across carpetti causing
abrasions ttihroughouttiirrenttily has
abrasions on chestfisttiomachback,

buttiocks in addittion ttio abrasions he

came wittih.also scrattiching attipicking
...abrasions ...scabs ...niece researched
Zyprexa and ttihose are side effiecttiwiffie
requesttis we sttiop Zyprexainffiormed
...sttiaffi.place 2 mattiresdsic], ttihree mattis
...numerous blankettis on ffioor ttio keep
residentti ffirom causing ffiurttiher injury ttio
selffi ... " The nurse indicattied ttihatti ttihe
residentti would roll up ttihe matttsiack
ttihem and ttihen roll on ttihe ffiddre

notties ort/4/11 atté pm, indicattied" res

has multtiple rash areas etti res nottied ttio be

picking atti skinttiearing in several places..
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The nursing nottiesdattied!/5/11 atti0:30
am, indicattied ttihe acceptting hospittial had
conttiacttied ttihe ffiacilittiy and sttiattied
...concerned aboutti ttihe exttientti offi ttihe
abrasions ...reporttied ttjoname) ttihatti
residentti had been sttiripping offi clottihes
...rolling on carpetti..we had repeattiedly
putti back on his clottihingreporttied ttihatti
residentti had voiced..he was ittiching
...doing a lotti offi scrattichjpigking atti

areas ..." Atti1:30 am, " ...wiffie called
...requesttied how residentti was previous
nightti..inffiormed her ttihatti per reportti
residentti had been resttilesdemanding ttio
be on ffioor,sttiripping offi clottihing The
wiffie indicattied ttfhken was going ttio
(hospittial namg...had reporttied severe
pain ...were sedatting him...having a

wound specialistti look atti hinf' The
nottieson 4/5/11 attl1:55 am, indicattied

" ...did reportti ttfoame) ffiamiliegsic]
concern aboutti possible reacttion ttio
Zyprexa ...ttihatti residentti had been resttiless
ttihroughoutti nighttepeattiedly sttiripping
offi clottihes scrattiching himselffi "
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An inttierview wittih Nur¢ on 4/12/11 atti
1:34 pm, indicattied" ...ffirstti ttimettiaking
care offi him..was working 6:00 am ttio
6:00 pm on 4/4- Monday ...prettiy
ffirequenttily had someone in room
...C.N.As ttiook ttiurnshe was scrattiching
and picking rashy [sic] areas ...asked 'Do
you hurtfi...he said 'l ittichet(sic) and he
pointtied ttio ttihe rashy aremsh was dottis

on chestiiffiorehead..above buttiocks.. "

The Unitti Manager was inttierviewed on
4/12/11 atti:55 pm. She indicattied her
name was " ...notti on sttiaffing sheettias
here Sunday (4/3) and Monday
(4/4)...putti himselffi on carpetti while
disrobed...crawled, scoottsic) around, lay
on back and push across ffioor wittih his
ffieetkinees bentti on backlay and pull
himselffi across carpetti on all ffioursad
carpetti burn on kneesyou could ttiell itti
was carpetti burnslattieral side offL) leg,
elbows and ffioreheagrib cage, bottih
buttiocks bottih ttihighs, and
back...were[sic] rash when you rubbed
hand across rash areas, itti had ttiexttiure offi

orange peel on ttihe rash areas.could ttiell
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ttihe diffierence bettiween ttihe rug burn
areas and rash areas...he keptti picking atti
ffiorehead.scrattich ffirontti chesitts...She
asked 'Does itti hurtti?he replied

'‘Bad'...was very adamantti." The Unitti
Manager indicattied ttihe sttiaffi probably had
used hydrocorttisone cream on ttihe
residenttias ttihe ffiacilittiy had a sttianding
order ffior ttihe cream unttil ttihe physician
could be reached ffior a diffierentti

ttireattimentti

The Clinical Nurse (DCS) was inttierviewed
on 4/12/11 att8:55 pm. She indicattied
ttihe ffiacilittiy did notti have any sttianding
orders ffior hydrecorttisone cream(ffior
ittiching angfor inffiammattiohor lidex
cream, so ttihe creams would notti have

been used on ttihe residentti

There were no physician's orders locattied

or provided which would have indicattied
ttihe residenttittiching had been

addressed. There were no orders or
ttireattimenttis locattied in ttihe clinical yecord
or provided ffior an oral angdor ttiopical
medicattion ttio address ttihe resid&ntti
ittiching
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An phone interview was conducted, on
4/21/11 at 10:30 am, to reconfirm
Resident C's psychotropic medication
regime with his readmission to the
hospital. His medications had been
changed ttid'Seroquel 100 mg. Q HS,
Seroquel 50 mg BID att8 am and 1 pm,
Depakotti&00 mg. BID, Depakotti50 mg
attl:00 pm, Klonopin 0.5 mg TID (3 ttimes
daily) and Benedryl Q 4H, prn (ffior ittichipg
He was no longer taking Zyprexa Zydis.

A review offi ttihe hospittial nursing notties
indicattied " addendum: 4/05/11 atti0:01
pm, Ptti describes pain asttihrobbing butti
notti ttioo b4d4/6/11 att2:14 am, "No
agittiattion or aggression nottie®tti
conffiused butti cooperattive wittih all
care...easily redirecttied ttio allow
assisttiance wittih all ttiransffierbed atti
ttihis ttime wittih bed alarm sbettkes
locked, bed in low posittion non skid
ffioottiwear aronly attiempttied ttio getti outti
offi bed on owrl ttime..." 4/6/11att9:00
am, "all wounds sttill red and
weepy...cleansed...ointtimentti applied per

orders..." 4/6/11 att#:25 pm, "Ptti has
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shown no S/S (signs and sympttiomksoffi
agittiattion nor aggression ttioday is resttiless
when outti offi beHowever, cooperattive
wittih sttiaffi 4/7/11 att2:10 am, "No
agittiattion or aggression nottie®itti
conffiused butti cooperattive wittih all cdre
4/7/11 attl1:19 am, "Ptti sttiattiddhs

poison ivy and...itti ittichebenedryl
ordered..." 4/7/11 att8:28 pm, " Ptti has
shown no S/S offi agittiattion nor aggression
ttioday He is calm and cooperattive.."
4/08/11 attB:00 am, "Ptti has been
cooperattive wittih care and ttiook his pm
meds crushed w/o (wittihoutti)
difficulttiy.sttiartti offi shiffiting in w/c

wittih chair alarm settttiransportting selffi via
w/c (wittihoutti) difficulttly

This federal tag is related to complaint
number INO0088970

3.1-48(a)(3)

3.1-48(a)(5)

3.1-48(a)(6)
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